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Tobacco Use, Access, and Exposure to Tobacco in Media Among 
Middle and High School Students — United States, 2004 


Two of the national health objectives for 2010 are to reduce 
the prevalence of any tobacco use during the preceding month 
to <21% and the prevalence of current cigarette use to <16% 
among high school students (objectives 27-2a and 27-2b) (/). 


The National Youth Tobacco Survey (NYTS), conducted by 


CDC in 2004, provided estimates of current use of 


tobacco products and selected indicators related to tobacco 
use, including youth exposure to tobacco-related media and 
access to cigarettes. This report summarizes data from the 2004 
NYTS and describes changes in tobacco use and indicators 
related to tobacco use since 2002 (2). During 2002-2004, 
middle school students reported decreases in pipe use, seeing 
actors using tobacco on television or in movies, and seeing 


advertisements for tobacco products on the Internet. Among 


high school students, no changes were observed in the use of 


tobacco or in access to tobacco products; however, seeing 
actors using tobacco on television or in movies declined slightly, 


and seeing advertisements for tobacco products on the Internet 


increased. The lack of substantial decreases in the use of 


almost all tobacco products among middle and high school 


students underscores the need to fully implement evidence- 


based strategies (e.g., increasing the retail price of 


tobacco products, implementing smoking-prevention 


media campaigns, and decreasing minors’ access as part of 


comprehensive tobacco-control programs) that are effective 
in preventing youth tobacco use (3). 

Similar to the 2002 NYTS (2), the sampling frame for the 
2004 NYTS consisted of all U.S. public and private schools 
and was stratified by U.S. Census Bureau data by region and 
urbanicity; non-Hispanic black, Hispanic, and Asian students 
were oversampled. A total of 91 primary sampling units (PSUs) 
(i.e., large counties or groups of counties) were selected in the 
first stage of sampling, and 288 schools were selected from 


these PSUs in the second stage of sampling. Of these 288 


eligible schools, 267 (93%) participated in the survey. In each 
school, typically five classes (approximately 125 students) were 
selected randomly from a required subject area (e.g., English) 
or a particular class period (e.g., all 2nd period classes). Par- 
ticipation was voluntary and anonymous, and school paren- 
tal permission procedures were followed; students recorded 
their responses in a computer-scannable booklet. 

Of 31,774 students who were sampled from the participat- 
ing schools, 27,933 (88%) completed the survey (14,034 
middle school students [grades 6-8], 13,738 high school stu- 
dents [grades 9-12], and 161 students unclassified with 
respect to grade). Data were weighted to be nationally repre- 
sentative. Statistical software was used to compute 95% con- 
fidence intervals for prevalence estimates. Differences in 
tobacco use estimates during 2002-2004 were assessed by 
using t-tests at two-tailed significance level. All statistically 
significant results were p<0.05. Current use of specific tobacco 
products (1.e., cigarettes, cigars, smokeless tobacco, pipes, bidis 
(leaf-wrapped, flavored cigarettes from India], or kreteks [clove 
cigarettes]) was defined as having used that product on at least 


1 day during the 30 days preceding the survey. Current use of 
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any tobacco product was defined as having used any of the 
listed products on at least 1 day during the 30 days preceding 
the survey. Students were asked how often they saw actors 
using tobacco on television or in movies or saw advertisements 
for tobacco products on the Internet, whether they were asked 
for proof of age when they bought or tried to buy cigarettes in 
a store during the preceding 30 days, and whether anyone 
ever refused to sell them cigarettes because of their age during 
the preceding 30 days. 

In 2004, a total of 11.7% of middle school students 
reported current use of any tobacco product (Table 1). Ciga- 
rettes (8.1%) were the most commonly used product, followed 
by cigars (5.2%), smokeless tobacco (2.9%), pipes (2.6%), 
bidis (2.3%), and kreteks (1.5%). During 2002-2004, no sig- 
nificant changes were observed among middle school students 
in use of any tobacco or cigarettes (in 2002, a total of 13.3% 
of middle school students reported current use of any tobacco 
product, and 9.8% reported current use of cigarettes), cigars, 
smokeless tobacco, bidis, or kreteks. Pipe use declined signifi- 
cantly, from 3.5% to 2.6%. Among males, cigarette smoking 
and use of pipes and kreteks declined, from 9.8% to 7.7%, 
5.1% to 3.3%, and 2.7% to 1.9%, respectively. Among Asians, 
use of any tobacco, cigarettes, cigars, pipes, bidis, and kreteks 
decreased. Among non-Hispanic blacks, use of pipes decreased. 
Among Hispanics, use of cigars and bidis increased signifi- 
cantly. 

In 2004, a total of 28.0% of high school students reported 
current use of any tobacco product (Table 2). Cigarettes 
(22.3%) were the most commonly used product, followed by 
cigars (12.8%), smokeless tobacco (6.0%), pipes (3.1%), bidis 
(2.6%), and kreteks (2.3%). During 2002-2004, no signifi- 
cant decreases were observed in use of any tobacco or use of a 
specific tobacco product (in 2002, a total of 28.2% of high 
school students reported current use of any tobacco product, 
and 22.5% reported current use of cigarettes). Among non- 
Hispanic blacks, use of any tobacco product and pipes 
decreased, from 21.7% to 17.1% and 3.7% to 1.8%, respec- 


tively. Among Hispanics, cigar use increased, from 10.8% to 


In 2004, a total of 


7.9% of middle school students 
reported seeing actors using tobacco on television or in mov- 
ies, and 34.1% reported seeing advertisements for tobacco 
products on the Internet (Table 3), compared with 89.9% 
and 42.7% in 2002, respectively. In addition, in 2004, a total 
of 70.6% of current cigarette smokers in middle school said 
they were not asked to show proof of age when they pur- 
chased or attempted to purchase cigarettes from a store, and 
66.4% said they were not refused purchase of cigarettes 
because of their age. No significant differences were observed 
from 2002. 
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TABLE 1. Percentage of students in middle school (grades 6-8) who were current users* of any tobacco product, by product type, 
sex, and race/ethnicity — National Youth Tobacco Survey, United States, 2002 and 2004 


Smokeless 
Any tobacco’ Cigarettes Cigars tobacco Pipes Bidis Kreteks 

Characteristic % (95% Ci5) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 
Middle school, 2004 

Sex 

Male 2 (+1.7) 7.7 3 6 (+1.0) 3.37  (+0.8) 

Female 10 (+1.8) } ) : C (+0.5) 1.8 (+0.5) 
Race/Ethnicity 

White, non-Hispanic (+1.9) : : (+0.9) (+0.6) 

Black, non-Hispanic (+2.5) : . (+0.8) (+0.8) 

Hispanic ! (+1.9) 4 (+0.9) (+1.2) 

Asian (+1.8) 7 (+0.7) ] (+0.7) 
Total ; (+1.6) ; ’ ; (+0.6) i (+0.6) 
Middle school, 2002 

Sex 

Male d (+1.6) 9.8 3) 7 + 5.5 (+1.3) (+0.8) 

Female (+1.4) 9.7 (+1.4) 7 1.6 (+0.5) 9 (+0.4) 
Race/Ethnicity 

White, non-Hispanic (+1.9) 10.1 +1.6) 8 (+1.1) (0.6) 

Black, non-Hispanic (+2.4) 9.0 (+2.3) +1.7 (+0.9) 3.§ (+1.4) 

Hispanic 2 (+1.9) 8.7 (+1.5) 7 (+0.7) (+0.9) 

Asian E (+3.3) 7.4 (+3.3) 5 (+2.8) 3.5 (+2.7) ‘ (+2.7) 
Total . (+1.4) 9.8 (+1.2) ‘ (+0.7) 1 (+0.7) J (+0.5) 
* Used tobacco on at least 1 day during the 30 days preceding the survey. 

. Cigarettes, cigars, smokeless tobacco, pipes, bidis (leaf-wrapped, flavored cigarettes from India), or kreteks (clove cigarettes) 
« Confidence interval 

Significant difference (p<0.05), 2004 versus 2002 

















TABLE 2. Percentage of students in high school (grades 9-12) who were current users* of any tobacco product, by product type, sex, 
and race/ethnicity — National Youth Tobacco Survey, United States, 2002 and 2004 


Smokeless 
Any tobacco’ Cigarettes Cigars tobacco Pipes Bidis Kreteks 
Characteristic % (95% Cl5) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) % (95% Cl) 
High school, 2004 
Sex 
Male 5 (+6 t +2.2) (+0.9) 
Female 2 +3.1) 22 +. 7 (+ 6 (+0.6) 
Race/Ethnicity 
White, non-Hispanic 31.5 25.¢ (+3.8) 13.6 (+2 7.§ +1.6 2.5 (+0.8) 
Black, non-Hispanic 7 (+3.1) (+0.8) 
Hispanic 26 (+3.1) < +1.7) 3.8 5.0 (+1.0) 
Asian 3.1 (+2.6) D./ 2 7 y (+1.1) 
Total y (2.7) ’ t q ‘ 3. (+0.6) 
High school, 2002 
Sex 
Male 3 3 23.9 (+2.1) 16.9 - (+2.0) 5.( (+0.9) 
Female 23 : 21.0 (+1.9) 6.2 9) (+0.2 (+0.4) 
Race/Ethnicity 
White, non-Hispanic (+2 25.2 (+1.8) 11.8 (+1.0) 7. (+1.4) (+0.6) 
Black, non-Hispanic 7 +2.S 13.8 (+2.8) 12.0 (+1.9) (+0.8) (+1.2) 
Hispanic 4 (+2.7 19.8 (+2.5) 10.8 (+1.5) (+1.1) (+1.1) 
Asian 12.2 (+3.4) 5.4 (+2.3) (+1.5) (+1.5) 
Total , 22.5 (+1.6) 11.6 (0.9) x (+1.1) : (+0.6) 














* Used tobacco on at least 1 day during the 30 days preceding the survey 
. Cigarettes, cigars, smokeless tobacco, pipes, bidis (leaf-wrapped, flavored cigarettes from India), or kreteks (clove cigarettes) 
« confidence interval 

Significant difference (p<0.05), 2004 versus 2002 
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TABLE 3. Percentage of students in middle school (grades 6-8) and high school (grades 9-12) who reported being exposed to 
tobacco-related media and advertising, and current smokers aged <18 years who tried to buy cigarettes in a store, by sex and race/ 
ethnicity — National Youth Tobacco Survey, United States, 2004 


All students 








Current cigarette smokers* aged <18 years 
Were not 
asked to show 
proof of age when 





Saw actors 
on television 
or in movies 


Saw 
advertisements for 
tobacco products 
on the Internet 


Were not 
refused purchase 


using tobacco 





purchasing cigarettes because of age 





Characteristic (95% Ci") 


(95% Cl) 





% (95% Cl) Yo (95% Cl) 





Middle school 
Sex 
Male 
Female 
Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 
Hispanic 
Asian 
Total 


78.68 
77.28 


78.58 
77.18 
78.19 
72.78 
77.98 
High school 
Sex 
Male 
Female 
Race/Ethnicity 
White, non-Hispanic 
Black, non-Hispanic 
Hispanic 
Asian 
Total 


85.98 
87.18 39.68 
86.98 
84.68 
86.58 
86.458 
86.58 


(+1.6) 
(+2.1) 
(+1.5) 
(+3.6) 
(+1.2) 


38.58 
38.4 
44.15 
41.0 
39.28 


(+2.1) 
(+2.7) 


(+1.9) 
(+2.5) 
(+2.5) 
(+6.6) 
(+2.0) 


(+1.9) 
(+2.2) 


(+1.9) 
(+2.8) 
(+2.8) 
(+4.9) 
(+1.5) 


(+7.8) 
(+9.4) 


62.8 
70.1 


(+9.7) 
(+7.2) 


(+8.7) 
(+14.9) 
(+14.1) 

€ 


69.8 

63.6 

63.4 
_9 


66.4 


(+8.9) 
(+12.5) 
(+11.0) 

_ 


(+6.8) (+6.8) 


57.8 
71.68 


(+5.4) 
(+7.1) 


52.6 
73.28 


63.1 
77.2 
60.6 


63.9 


(+7.3) 
(+10.6) 
(+6.9) 


62.1. 
74.88 
55.1 


(+5.7) 62.1 





* Smoked cigarettes on at least 1 day during the 30 days preceding the survey and bought or tried to buy cigarettes in a store 


. Confidence interval 
« Significant difference (p<0.05), 2004 versus 2002 
Unstable estimate because of small sample size 


During 2002-2004, a significant overall decline, from 
91.3% to 86.5%, was observed among high school students 
who reported seeing actors using tobacco on television or in 
movies. However, a significant increase was observed, from 
33.5% to 39.2%, in seeing tobacco products on the Internet. 
Among current smokers aged <18 years in high school, 63.9% 
said they were not asked to show proof of age when they pur- 
chased or attempted to purchase cigarettes from a store, and 
62.1% said they were not refused purchase of cigarettes 
because of their age. No significant differences were docu 
mented from 2002. 

Reported by: AB Bloch, MD, PD Mowery, MA, RS Caraballo, PhD 
AM Malarcher, PhD, T Pechacek, PhD, CG Husten, MD, Office on 
Smoking and Health, National Center for Chronic Disease Prevention 


and Health Promotion, CDC. R Carmona, MD, Office of the Surgeon General. 


Editorial Note: Preventing smoking initiation and use among 


adolescents is critical to ending the epidemic of tobacco use 
in the United States. In assessing state and national tobacco- 
control efforts, multiple indicators are needed to evaluate 
progress in reducing tobacco use among adolescents, in par- 
ticular, measures of exposure to influences that promote or 


discourage tobacco use. NYTS serves as a national evaluation 


« 


tool and as a benchmark for the 29 states that implemented a 
comparable state Youth Tobacco Survey in 2003 and 2004. 
Data from two of the multiple indicators in NYTS indicated 
no change occurred in minors’ access to cigarettes, whereas 
declines in seeing actors using tobacco on television or in 
movies occurred among both middle and high school stu- 
dents. Although the levels of exposure to seeing actors using 
tobacco decreased from 91.3% in 2002 to 86.5% in 2004 


among high school students and from 89.9% in 2002 to 77.9% 
) 


in 2004 among middle school students, approximately three 
fourths of middle and high school students are still exposed to 
these images. Parental monitoring of and limitations on 
minors’ access to media sources might reduce exposures (4); 
however, reductions in exposure large enough to effectively 
prevent smoking initiation might require different industry 
practices on smoking images in movies (5). 

Because the overall prevalence of any tobacco use or ciga- 
rette smoking did not change during 2002—2004 (2), data 
from future surveys will be important in determining whether 
progress toward meeting the national health objectives for 2010 
is slowing. Several factors might be related to this lack of change 
in prevalence. From winter 1997 to spring 2002, the retail 


price of cigarettes increased approximately 80%, but from 
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spring 2002 to spring 2004, the price increased only 4% (6). 
Although smoking-prevention media campaigns are effective 
in preventing youth smoking initiation (7), funding for these 
campaigns has declined substantially (8). In addition, during 
the preceding 3 fiscal years (FYs), a 28% decline in the total 
investment in statewide comprehensive tobacco-prevention 
and -control programs occurred, from $749.7 million in FY 
2002 to $542.6 in FY 2004 (8). Finally, whereas factors pre- 
venting tobacco use (e.g., increasing the retail price of tobacco 
products, implementing smoking-prevention media 
campaigns, and funding for comprehensive state tobacco- 
prevention and -control programs) declined from 2002 to 


2004, tobacco industry expenditures on tobacco advertisin 


ru 
5 
5 


and promotion increased from $5.7 billion in 1997 to $12. 
billion in 2002 (9). 

The findings in this report are subject to at least three limi- 
tations. First, these data apply only to youths who attended 
middle school or high school. Among persons aged 16-17 
years in the United States, approximately 5% were not 
enrolled in a high school program and had not completed 
high school in 2000 (2). Second, the questionnaire was of- 
fered only in English. Thus, comprehension might have been 
limited for students with English as a second language. Third, 
significance testing did not control for possible changes in 
demographics from 2002 to 2004. 


The decline in youth smoking prevalence since the late 1990s 


has been a public health success, reversing the pattern of 


increase in the early 1990s (2). However, the lack of substan- 
tial change among middle and high school students during 
the preceding 2 years emphasizes the need for sustained, 
comprehensive, evidence-based programs that demonstrate the 


ability to reduce adolescent smoking prevalence (/0). 
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Inadvertent Laboratory Exposure 
to Bacillus anthracis — 
California, 2004 


On June 9, 2004, the California Department of Health 
Services (CDHS) was notified of possible inadvertent expo- 
sure to Bacillus anthracis spores at Children’s Hospital Oak- 
land Research Institute (CHORI), where workers were 
evaluating the immune response of mice to B. anthracis. This 
report summarizes the subsequent investigation by CDHS and 
CDC, including assessment of exposures, administration of 
postexposure chemoprophylaxis, and serologic testing of 
potentially exposed workers. The findings underscore the 
importance of using appropriate biosafety practices and per- 
forming adequate sterility testing when working with mate- 
rial believed to contain inactivated B. anthracis organisms. 

On May 28, 2004, CHORI staff members injected 10 mice 
with a suspension believed to contain nonviable vegetative 
cells of B. anthracis Ames strain. The suspension was centri- 
fuged and drawn into syringes on an open bench in the labo- 
ratory. The mice were injected in a separate animal-handling 
facility at CHORI. By May 30, all of the injected animals had 
unexpectedly died. The carcasses were removed from the cages, 
placed into a plastic biohazard bag, and frozen. The bedding 
was discarded as standard animal waste. The cages were sani- 
tized in an automated washer. 

On June 4, an additional 40 mice were injected with the 
same suspension. By June 7, all but one of these mice had 
died. All subsequent work was performed under a biological 
safety cabinet (BSC), and additional personal protective equip- 
ment (PPE) was used (e.g., protective clothing and gloves). 


Animal cages were brought into the BSC, and the surviving 
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animal was euthanized. The carcasses were removed, placed 
into double biohazard bags, and frozen. The bedding and cages 
were autoclaved. 

On June 8, a sample of the original suspension was cul- 
tured; one mouse that died after the second experiment was 
necropsied and samples for cultures were obtained from its 
liver and peritoneal cavity. Within 24 hours, these cultures 
grew nonhemolytic gram-positive rods. Colony morphology 
was consistent with B. anthracis. 

Suspension material and cultures were transported to a 
California Laboratory Response Network (LRN) reference 
laboratory for further identification. The California LRN con- 
firmed that the organisms isolated were B. anthracis by using 
polymerase chain reaction and gamma phage lysis assay. At 
CDC, antimicrobial susceptibility testing revealed that the 
isolates were susceptible to penicillin, ciprofloxacin, and doxy- 
cycline. Multiple-locus variable-number tandem repeat analysis 
confirmed that the isolates were genotype 62, consistent with 
B. anthracis Ames strain (1). 

On June 9, CDHS personnel visited the laboratory and 
animal-handling facility at CHORI to review the incident and 
laboratory procedures. No spills, puncture wounds, animal 
bites, or scratches were identified; however, initial handling 
of the suspension included snapping lids of microtubes, ejec- 
tion of pipette tips, and centrifuging. The centrifuge tubes 
had snap-down tops, and the rotor was covered with a gasket. 
[he laboratory procedures might have potentially expelled 
small drops of suspension but were considered unlikely to have 
released infectious aerosols. Because staff members believed 
they were working with inactive organisms, they had pet 
formed these activities on an open bench, and appropriate 
PPE was not consistently used until after the deaths of the 
second group of mice 

\s part of routine laboratory procedure, horizontal surfaces 
had been cleaned with a buffered bleach solution (1:10 dilu- 
tion) at the end of each day. After laboratory workers recog 
nized the possibility of exposure to viable B. anthracis spores, 
all laboratory surfaces and hoods were cleaned twice more with 
the bleach solution. The animal facility was also sanitized with 
bleach and a quaternary ammonium disinfectant. 

[welve persons were involved in either the laboratory or its 
animal-handling facilities. Three of these persons had direct 
contact with the bacterial suspensions, cultures, or infected 
animals. Although at low risk for inhalation of B. anthracis 
spores, to further reduce their risk, the three workers with 
direct contact were recommended for postexposure chemo- 


prophylaxis for prevention of inhalational anthrax (i.e., either 


ciprofloxacin 500 mg or doxycycline 100mg, orally twice daily 


for 60 days) (2). The nine persons who worked in the labora- 


tory or animal-handling facility but who did not have direct 


contact were offered the same chemoprophylaxis regimen. All 
12 were additionally offered, but declined, anthrax vaccine 
under an Investigational New Drug (IND) protocol for 
postexposure prophylaxis (3). 

Fight of the 12 potentially exposed persons opted to take 
chemoprophylaxis, including the three persons for whom the 
regimen was recommended. One person subsequently had a 
rash consistent with adverse reaction to ciprofloxacin; doxy- 
cycline was substituted. No other adverse effects from chemo- 
prophylaxis were reported. None of the potentially exposed 
persons had symptoms consistent with anthrax. 

Serum specimens collected from nine (75%) of the 12 
exposed persons 3—6 weeks after exposure were negative for 
IgG antibodies to B. anthracis protective antigen (PA) by 
enzyme-linked immunosorbent assay (4). Three persons did 
not provide sera for evaluation, including one person who 
had direct exposure to the bacterial suspensions and cultures. 

Further investigation revealed that the suspension had been 
prepared by a separate contract laboratory in March 2004 and 
contained an estimated 1.5 x 10? vegetative organisms per 
| mL of phosphate-buftered saline solution. After heating the 
suspension at 140°F (60°C) for 2 hours, the contractor 
reported that the suspension revealed no spores and had no 
growth after 48 hours of incubation on sheep blood agar. 

A sealed, screw-top tube containing the suspension was 
shipped to CHORI in a double-compartment package on wet 
ice and arrived intact. The tube of suspension was stored in a 
refrigerator until used. The suspension had been prepared spe- 
cifically for the research laboratory and was not distributed to 
other facilities. All contractor laboratory personnel had 
received anthrax vaccine, and the suspension was prepared 
under biosafety level 3 (BSL-3) conditions. 

Leftover suspension from the incidents at the research labo- 
ratory were provided to CDC for quantification of viable 
organisms and to confirm the presence of B. anthracis spores. 
Sample dilutions were plated in duplicate on sheep blood agar. 
Approximately 2.0 x 10° colony-forming units (CFU) were 
enumerated per milliliter of suspension after 24 hours of 
incubation at 98.6 F (37.0 C). Comparisons of heat-shocked 
(149° F [65°C] for 30 minutes) and non—-heat-shocked samples 
at CDC indicated that the suspension primarily contained 
B. anthracis spores. 

Reported by: A Lucas, PhD, Children’s Hospital Oakland Research 
Institute; M Doane, MD, | Rosenberg, MD, D Gilliss, MD, P Duffey, 
PhD, D Sesline, DVM, D Lindquist, MPH, R Das, MD, B Materna 
PhD, D Vugia, MD, California Dept of Health Svcs. S Reagan, MPH, 
M Fischer, MD, N Marano, DVM, A Hoffmaster, PhD, V Semenova, 
PhD, S Martin, MT, C Quinn, PhD, Div Bacterial and Mycoti 
Diseases; ] Patel, PhD, Div of Healthcare Quality Promotion, National 
Center for Infectious Diseases; M Kiefer, R Ehrenberg, National Institute 
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for Occupational Safety and Health; R Weyant, PhD, Office of Health 


and Safety; B Ellis, PhD, T Jones, L Bane, M Hemphill, PhD, Office of 


Terrorism Preparedness and Emergency Response, Office of the Director, CDC. 
Editorial Note: The findings in this investigation indicate 
that workers in a research laboratory unknowingly received 
and used a suspension from a contract laboratory that likely 
contained viable B. anthracis organisms. Manipulation of the 
suspension at the research laboratory was determined unlikely 
to have expelled infectious aerosols, and exposed workers were 
considered at low risk for inhalation of spores. CDC 
continues to work with state agencies and other federal 
agencies to investigate processing procedures at the contrac- 
tor facility to determine why the suspension contained 
viable B. anthracis organisms. 

B. anthracis spores are highly resistant to the effects of heat 
and chemical disinfection (5). Although the heat-killing pro- 
cedures used by the contractor might have been lethal to veg- 
etative cells, the procedures were not lethal to spores. 
Modifying suspension preparations by increasing the 
temperature and duration of heat-killing procedures or using 
formalin will increase the probability that spores are inacti- 
vated (5,6). 

Inactivated suspensions of B. anthracis should be cultured 
both at the preparing laboratory before shipment and at the 
research laboratory several days before use to ensure sterility. 
Sensitivity of sterility testing might be enhanced by increas- 
ing the inoculum size and incubation time, and by inoculat- 
ing in multiple media, including both solid and broth media. 
Such procedures would increase the probability of detecting 
even a small number of viable B. anthracis spores. CHORI 
staff members did not perform sterility testing on the suspen- 
sion received in March 2004. 

Because inhalation of viable B. anthracis spores can result in 
fatal infection, CDC recommends that laboratory personnel 
who routinely perform activities with clinical materials and 
diagnostic quantities of infectious cultures implement BSL-2 
practices (7). These practices include use of appropriate PPI 
(e.g., gloves, gowns, or laboratory coats) and a BSC for proce- 
dures with the potential to expel infectious aerosols (e.g., cen- 
trifuging or ejection of pipette tips). Face protection (e.g., 
goggles, face shield, or splatter guard) should be used against 
anticipated splashes or sprays when potentially infectious 
materials require handling outside of the BSC. In the inci- 
dents described in this report, because CHORI staff mem- 
bers believed they were working with nonviable organisms, 
they did not fully implement BSL-2 practices until after the 
deaths in the second group of mice. 

Research laboratory workers should assume that all inacti- 


vated B. anthracis suspension materials are infectious until 


inactivation is adequately confirmed. BSL-2 procedures should 
be applied to all suspension manipulations performed before 
confirming sterility. After sterility is confirmed, laboratory 


personnel should continue to use BSL-2 procedures while 


performing activities with a high potential for expelling 


aerosolized spores. 

The Advisory Committee on Immunization Practices rec- 
ommends routine anthrax vaccination of persons who work 
with production quantities or concentrations of B. anthracis 
cultures or perform other activities with a high potential for 
producing infectious aerosols (8). Facilities performing such 
work should have appropriate biosafety precautions in place 
to prevent exposure to B. anthracis spores; however, anthrax 
vaccination can be an additional layer of protection in the 
event of an unrecognized breach in practices or equipment 
failure. Because of the small potential for inadvertent expo- 
sure to aerosolized B. anthracis spores before or after sterility 
testing, vaccination might also be considered for researchers 
who routinely work with inactivated B. anthracis suspensions. 

In addition, laboratories working with inactivated 
B. anthracis organisms should develop and implement train- 
ing activities and incident-response protocols to ensure 
appropriate actions are taken in the event of a potential expo- 
sure. These protocols should describe mechanisms for ofter- 
ing counseling and postexposure chemoprophylaxis and 
obtaining paired sera from potentially exposed persons. Train- 
ing at animal research facilities should emphasize prompt com- 
munication between animal handlers and researchers if animals 
are unexpectedly found dead and any special handling proce- 
dures are needed for carcasses and bedding. Finally, institu- 
tional biosafety committees should routinely review protocols 
and procedures to ensure that appropriate safety precautions 
are always in place. 

References 

1. Hoffmaster AR, Fitzgerald CC, Ribot E, Mayer LW, Popovic T. 
Molecular subtyping of Bacillus anthracis and the 2001 bioterrorism- 
associated anthrax outbreak, United States. Emerg Infect Dis 
2002:8:1111-6 

2. CDC. Update: investigation of bioterrorism-related anthrax and interim 
guidelines for exposure management and antimicrobial therapy, 
October 2001. MMWR 2001;50:909-19. 

3. CDC. Use of anthrax vaccine in response to terrorism: supplemental 
recommendations of the Advisory Committee on Immunization 
Practices. MMWR 2002:51:1024-6. 

Quinn CP, Semenova VA, Elie CM, et al. Specific, sensitive, and quan 

titative enzyme-linked immunosorbent assay for human immunoglo- 

bulin G antibodies to anthrax toxin protective antigen. Emerg Infect 

Dis 2002:8:1103-—10 
5. Turnbull PCB, Kramer JM. Bacillus. In: Murray PM, Baron EJ, eds. 

Manual of clinical microbiology. 8th ed. Washington, DC: ASM Press; 

2003:349-—56. 

Spotts Whitney EA, Beatty ME, Taylor TH Jr, et al. Inactivation of 

Bacillus anthracis spores. Emerg Infect Dis 2003;9:623-7 








304 MMWR 


April 1, 2005 





’. CDC, National Institutes of Health. Biosafety in microbiological and 
biomedical laboratories. 4th ed. Adanta, GA: US Department of Health 
ind Human Services, CDC, National Institutes of Health; 1999. 

8. CDC. Use of anthrax vaccine in the United States: recommendations of 
the Advisory Committee on Immunization Practices. MMWR 
2000;49(No. RR-15 





Estimated Influenza Vaccination 
Coverage Among Adults 
and Children — United States, 
September 1, 2004—January 31, 2005 


In response to the unexpected shortfall in the 2004-05 
influenza vaccine supply, CDC recommended in October 
2004 that vaccine be reserved for persons in certain priority 
groups, including persons aged >65 years and 6-23 months, 
persons aged 2—64 years with conditions that increased their 
risk for influenza complications, residents of chronic-care 
facilities, close contacts of infants aged <6 months, and 
health-care workers with direct patient contact (/). In late 
December 2004, based on declining demand among these 
groups, two additional groups (i.e., healthy persons aged 
50-64 years and household contacts of all persons at high 
risk) were added to the list of vaccination priority groups (2). 
lo monitor influenza vaccination coverage during the 2004—05 
season, the Behavioral Risk Factor Surveillance System 
(BRFSS), an ongoing, state-based, telephone survey of civil- 
ian, noninstitutionalized persons, added new questions to 
collect information on priority status and the month and yeat 
of vaccination for adults and children (3). This report is based 
on analysis of data collected during February 1-27, 2005, 
regarding respondent-reported receipt of influenza vaccina- 
tion during September 1, 2004—-January 31, 2005. The 
results of this analysis indicated that influenza vaccination cov- 
erage levels through January 2005 among adults in priority 
groups nearly reached those in recent years, whereas coverage 
levels among adults not in priority groups were approximately 
half of levels in 2003, in part because 9.3% of those unvacci- 
nated persons in nonpriority groups declined vaccination this 
season. The results further suggested that designation of the 
priority groups successfully directed the nation’s influenza 
vaccine supply to those at highest risk. In addition, vaccina- 
tion coverage among children aged 6—23 months was notable 
(48.4%), given that 2004—05 was the first year this group was 
recommended for influenza vaccination (4). 

In previous years, BRFSS asked adult respondents whether 
they had been vaccinated against influenza during the preced- 


ing 12 months. No influenza vaccination questions were asked 


regarding children, and the only questions related to high- 
risk medical conditions referred to diabetes and asthma. To 
more closely monitor coverage during this shortfall season, 
influenza vaccination questions were added during Novem- 
ber 2004—February 2005 regarding children, priority group 
status, and month and year of vaccination. For comparison 
with the 2004—05 season, data from the 2003 National Health 
Interview Survey (NHIS) were used. Similar to the BRFSS 
survey question, NHIS routinely asks adult respondents if they 
received a “flu shot” during the preceding 12 months; NHIS 
also collects information on occupations and high-risk medi- 
cal conditions. NHIS was conducted during 2003 and con- 
sisted of in-person interviews; the household response rate was 
89.2%. For children, the only previous available national data 
on influenza vaccine coverage were collected in the 2003 
National Immunization Survey (NIS), which reported on 
vaccination coverage during the 2002—03 season for children 
aged 6-23 months with an overall response rate among 
eligible households of 62.7% (5). 

Because BRFSS data collection is ongoing, final response 
rates for February were not yet available. Preliminary estimates 
indicate that the median state-level response rate for February 
was 51.7% (range: 33.4%-69.8%), based on CASRO guide- 
lines. Analysis was based on 26,868 interviews from 50 states 
and the District of Columbia. 


Vaccination Coverage Among Adults 


Among adults, influenza vaccination coverage through Janu- 


ary of the 2004—05 season was highest among persons aged 
>65 years (62.7%), followed by health-care workers with 
patient contact (35.7%) and those aged 18-64 years with high- 
risk conditions (25.5%) (Table 1). In comparison, the 2003 
NHIS indicated coverage of 65.6% for persons aged >65 years, 
40.1% for health-care workers, and 34.2% for adults aged 
18-64 years with high-risk conditions. In contrast, 
influenza vaccination coverage among healthy persons aged 
18-64 years who were not health-care workers or contacts of 
children aged <6 months was lower than in the previous sea- 
son (8.8% compared with 17.8%) (CDC, unpublished data, 
2005). Among the reasons cited by respondents for not re- 
ceiving vaccination, was “saving vaccine for people who need 
it more,” cited by 9.3% of those who were not in priority 
groups and were not vaccinated. This represents approximately 
17.5 million doses of vaccine potentially made available to 
persons in priority groups. 

Vaccination uptake was higher in October and November 
and tapered off during December and January (Figure). 


Among the adults in the priority groups established in October, 
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TABLE 1. Percentage of adults reporting influenza vaccination,* 
by vaccination priority statust — Behavioral Risk Factor 
Surveillance System, United States, 2004—05 influenza season 





September 2004— 
January 2005 





No. 


Vaccination priority status surveyed % 


(95% C5) 





Persons aged 18-64 years with high-risk 
conditions! 
Persons aged >65 years 
Health-care workers with patient contact** 
Total adults in initial priority groupstt$§ 
Healthy persons aged 18—49 years 
Healthy persons aged 50-64 years 
Total nonpriority group adults 
aged 18-64 years 


4,339 25.5 
6,345 62.7 
1,750 35.7 
12,134 42.0 
9,316 6.9 
5,528 16.5 


(+2.6) 
(+2.1) 
(+4.0) 
(+1.7) 
(+1.0) 
(+1.8) 


14,392 8.8 


* Interviews were conducted during February 1-27, 2005. 

t Does not include persons in the following additional vaccination priority 
groups: residents of nursing homes and long-term—care facilities and out- 
of-home caregivers for children aged <6 months 

3 Confidence interval 

‘| Asthma, other lung problems, heart problems, diabetes, kidney problems, 
weakened immune system, anemia, or pregnancy. 

** Self-reported description might include doctors, nurses, laboratory work- 
ers, and office receptionists 

'T Persons can be included in more than one priority group 

S$ Includes persons with an infant aged <6 months in the household; stable 
estimates for this group could not be estimated separately because of its 
small sample size 


(+0.9) 





2% of the vaccinations through January occurred in Septem- 


ber, 40% in October, 32% in November, 17% in December, 


and 9% in January. 


Vaccination Coverage Among Children 
Influenza vaccination coverage (>1 doses) among children 
aged 6-23 months (48.4%) and among children aged 2-17 
years with high-risk conditions (34.8%) was substantially 
higher than among children not in priority groups (12.3%) 
(Table 2). Of the vaccinations received through January, 17% 
occurred in September, 23% in October, 28% in November, 
20% in December, and 12% in January (Figure). In compari- 
son, the 2003 NIS data indicated that coverage among chil- 
dren aged 6-23 months for the 2002-03 influenza season, 
before they were recommended for vaccination by the 
Advisory Committee on Immunization Practices (ACIP), was 
7.4% (5). 
Reported by: Gl Euler, DrPH, CB Bridges, MD, C] Brown, MS, 
P] Lu, PhD, J Singleton, MS, Epidemiology and Surveillance Div; 
S Stokley, MPH, Immunization Sues Div; SY Chu, PhD, M McCauley, 
MTSC, Office of the Director, National Immunization Program; 
MW Link, PhD, AH Mokdad, PhD, L Elam-Evans, PhD, LS Balluz, 
ScD, WS Garvin, WP Bartoli, GM Town, MS, M Sussman-Walsh, 
K O'Neill, D Gilbertz, Div of Adult and Community Health, National 
Center for Chronic Disease Prevention and Health Promotion, cx. 


FIGURE. Monthly infiuenza vaccination coverage among selected priority populations, by month — Behavioral Risk Factor 


Surveillance System, United States, 2004-05 influenza season’ 
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* Interviews were conducted during February 1-27, 2005. 


Aged >65 years (n = 6,345) 
epa@@e Aged 6-23 months (n = 531) 
eee Health-care workers (n = 1,750) 
Persons at high-risk'’ aged 2-17 years (n = 685) 
Persons at high-risk’ aged 18-64 years (n = 4,339) 
— 


Healthy persons aged 50-64 years (n = 5,528) 


All nonpriority groups (n = 19,741) 


‘Does not include persons in households with infants aged <6 months, out-of-home caregivers of infants aged <6 months, or others with rare, high-risk 
. conditions 
~ Asthma; other lung, heart, or kidney problems; diabetes; weakened immune system; anemia; or aspirin therapy for chronic conditions. 

Asthma; other lung, heart, or kidney problems; diabetes; weakened immune system; anemia; or pregnancy. 
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TABLE 2. Percentage of children aged 6 months-—17 years 
reported to have received influenza vaccination,* by vaccina- 
tion priority status — Behavioral Risk Factor Surveillance 
System, United States, 2004-05 influenza season 


September 2004— 
January 2005 








No. 
surveyed % (95% Cit) 


Children aged 6-23 months 531 48.4 (+8.8) 
Children aged 2-17 years with high-risk 

conditions§ 685 348 (+7.1) 
Total children in priority groups 1,216 42.2 (+5.9) 
Nonpriority group children and others 

aged 2-17 years’ 5,349 12.3  (+1.8) 


* Interviews with household members were conducted during February 1-27 

, 2005 

. Confidence interval 

"Asthma, other lung problems, heart problems, diabetes, kidney problems 

« Weakened immune system, anemia, or aspirin therapy for chronic conditions 
includes children aged 2—17 years who might be in additional priority groups, 
such as those with rare conditions not included in the survey and house- 
hold contacts or out-of-home caregivers for infants <6 months 


Vaccination priority status 








Editorial Note: During September |, 2004—January 31, 2005, 
estimates of influenza vaccination coverage indicate that 
despite an unexpected and substantial vaccine shortfall, cov- 
erage levels among adults in the original influenza vaccine pri- 
ority groups were similar to historical demand based on the 
2003 NHIS (3), thereby suggesting the effectiveness of 
prioritization. This resulted, in part, from the estimated 17.5 
million persons not in priority groups whose primary reported 
reason for not being vaccinated was to save vaccine for people 
who needed it more. According to the February 2005 BRFSS, 
approximately two thirds of the administered vaccine doses 
through January went to persons in the initial priority groups 
identified in October whereas, during 2003, only approxi- 
mately one half of all doses of influenza vaccine were admin 

istered to persons in these groups. 

The provision of >1 doses of influenza vaccination to 48.4% 
of children aged 6-23 months during this first influenza sea 
son following implementation of the ACIP recommendations 
suggests how quickly physicians and parents can adopt a new 
disease-prevention guideline (4—6). Because the Chiron vac- 
cine was not licensed for use in children aged <4 years, the 
supply of influenza vaccine for children aged 6—23 months 
was not affected by the shortfall. 

For the first time, a nationwide, state-based surveillance sys- 


tem (i.e., BRFSS) was used to assess influenza vaccination 


coverage by month of vaccination and provided the capability 


to report at intervals as brief as 1 week. This surveillance sys- 
tem also provided the first national influenza vaccination cov- 
erage estimates for children aged 2-17 years with high-risk 
conditions. Having national and state population-based esti- 
mates of vaccination coverage by month and priority status 


from early in the influenza season afforded policy makers, 


health-care providers, public health leaders, and the public 
timely information to make decisions regarding distribution 
and usage of the limited supply of vaccine. 

The findings in this report are subject to at least four limi- 
tations. First, BRFSS is a land-line telephone—based survey 
and excludes those segments of the population without tele- 
phones or who use only cellular telephones. Second, data are 
self-reported and subject to recall bias, particularly for ques- 
tions that require recall over a longer period; therefore, for 
certain behaviors, prevalence estimates might be under- or 
overreported. Third, certain influenza vaccine priority groups 
were not considered in the survey, including institutionalized 
adults and adult caretakers of children aged <6 months out- 
side of the home (e.g., child care workers). Finally, these 
results do not include all of the vaccinations received during 
the 2004-05 influenza season. However, based on reports of 
vaccination, estimated 2004-05 coverage appeared to increase 
by less than one percentage point during February among all 
the priority and nonpriority groups except those aged 6-23 
months, among whom coverage appeared to increase nearly 
four percentage points, from 48.4% to 52.2%. 

Comparability of findings from the BRFSS survey with 
results of the 2003 NHIS is limited because of differences in 
the survey designs and timeframes. First, the 2003 NHIS is 
conducted throughout the entire 2003 calendar year. Thus, 
the results reflect vaccinations received anytime during the 
entire 2002—03 influenza season and vaccinations received 
during parts of both the 2001—02 and 2003-04 seasons. Sec- 
ond, the interviews are conducted in person, rather than by 
telephone. Analysis of 2005 NHIS data, when they become 
available, will be helpful to further assess the impact of the 
2004—05 vaccine shortfall and to provide comparisons with 
results from the February 2005 BRFSS survey. 

Vaccination patterns during the 2004-05 influenza season 
have been affected by several factors. Although an unexpected 
and substantial reduction of vaccine supply occurred at the 
beginning of the season, prioritization was quickly recom- 
mended and followed. The 2004—05 influenza season was less 
severe than the 2003-04 season and did not peak until mid- 
February (7). In addition, this was the first full season follow- 
ing the ACIP recommendation to vaccinate all children aged 
6-23 months. 

Despite the shortfall of inactivated influenza vaccine, the 
level of coverage achieved among those groups prioritized in 
2004-05 appears to be similar to historical coverage. Addi- 
tional guidelines for prioritization of influenza vaccination in 
the event of a future influenza vaccine shortfall are in devel- 
opment and should assist with efforts to maximize use of avail- 


able vaccine. 
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Influenza Vaccine Prebooking 
and Distribution Strategies for 
the 2005-06 Influenza Season 


For the 2004—05 influenza season, CDC, in coordination 
with the Advisory Committee on Immunization Practices 
(ACIP), issued interim influenza vaccine use recommenda- 
tions after Chiron Corporation announced that none of its 
inactivated influenza vaccine (Fluvirin™) would be available 
in the United States (7). To plan for the upcoming 2005-06 
influenza season, CDC has met with influenza vaccine manu- 
facturers, including those intending to apply for approval to 
sell in the United States, to develop supply projections and 
distribution strategies, including prebooking (i.e., advance 


ordering of vaccine) and partial shipment of orders to those 


customers who prebook. As of March 25, 2005, the supply of 


inactivated influenza vaccine projected for the 2005-06 
season appeared adequate to meet the historical demand from 
persons in the priority groups established by ACIP during the 
2004—05 season. If more vaccine becomes available, additional 


groups can also be targeted for vaccination. 


Projected Vaccine Supply for the 2005-06 
Influenza Season 
During 2004—2005, Aventis Pasteur (now Sanofi Pasteur, 


after the merger of Aventis Pasteur and Sanofi) and 


MedImmune produced approximately 61 million doses of 


influenza vaccine for distribution in the United States. These 
two manufacturers anticipate producing approximately the 
same amount or slightly more doses for the upcoming season. 
How much, if any, influenza vaccine will be supplied by Chiron 
to the U.S. market is not known. On March 2, 2005, the 


British Medicines and Healthcare products Regulatory Agency 


(MHRA) lifted its October 5, 2004, suspension of Chiron’s 
license to manufacture influenza vaccine (announcement avail- 
able at http://www.fda.gov/bbs/topics/news/2005/ 
new01160.html). The Food and Drug Administration (FDA) 
must also give its approval before this vaccine can be distrib- 
uted in the United States. In addition, other manufacturers 
are discussing with FDA the possible licensure of influenza 
vaccine for the 2005—06 influenza season and beyond. 


Prebooking and Distribution 
of Inactivated Influenza Vaccine 

The primary method for reducing infections and complica- 
tions from influenza is immunoprophylaxis with vaccine. The 
2010 national health target for influenza vaccine coverage in 
noninstitutionalized adults aged >65 years is 90% (objective 
14-29a); for noninstitutionalized adults at high risk aged 
18-64 years, the coverage target is 60% (objective 14-29c) 
(2). Neither objective has been achieved. Based on data from 
the Behavioral Risk Factor Surveillance System (BRFSS) sur- 
vey for the 2004—05 influenza season, influenza vaccination 
coverage was estimated at 62.7% for persons aged >65 years. 
For persons aged 18-64 with high-risk conditions, coverage 
was estimated at 25.5%, and for health-care workers with 
patient contact coverage was estimated at 35.7%. For chil- 
dren aged 6-23 months, coverage was estimated at 48.4% 
and for children aged 2-17 years with high-risk conditions, 
coverage was estimated at 34.8% (3). When combined with 
population estimates for these priority groups, the coverage 
estimates correspond to a total of approximately 40 million 
doses of influenza vaccine. To achieve 90% coverage in adults 
aged >65 years and 60% coverage for all other priority groups, 
approximately 70 million doses of vaccine would be needed 
(CDC, unpublished data, 2005). The supply of influenza vac- 
cine projected from Sanofi Pasteur and MedImmune for the 
2005-06 influenza season appears sufficient to meet the his- 
torical demand for vaccine by persons in all the priority groups 
established by ACIP during the 2004—05 influenza season. If 
additional vaccine becomes available above these levels (e.g., 
as a result of licensure of one or more additional manufactur- 
ers), additional groups can also be targeted for vaccination 
during the 2005-06 season. 

Given the uncertainty about the number of doses of inacti- 
vated influenza vaccine that might be available for the 2005—06 
season, CDC encourages implementation of a two-tiered 
prebooking strategy by manufacturers, distributors, and cus- 
tomers of inactivated vaccine. This prebooking strategy 
requires customers of inactivated vaccine to provide two 


requests for supplies, using 1) the number of doses needed 
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based on anticipated demand among persons in the priority 
groups, in the event vaccine supply is limited, and 2) the num- 
ber of doses needed based on priority group use, plus other 
groups, if supplies prove sufficient to meet demand from other 
persons seeking vaccination. 

Whenever feasible, CDC also encourages a distribution strat- 


egy in which partial shipments are first shipped to all 


prebooked customers, early in the vaccination season, followed 


by additional shipments later in the season. This strategy will 
enable all providers to administer vaccine initially to those 


persons at high risk, even when supplies are limited. 


Priority Groups for Prebooking 
of Inactivated Influenza Vaccine 


lhe following priority groups should be used as a guide for 
prebooking orders for inactivated influenza vaccine: 

¢ Persons aged »65 years. 

¢ Persons aged 2—64 years with underlying chronic medi- 
cal conditions. 
All women who will be pregnant during the influenza 
season. 
All children aged 6-23 months. 
Health-care workers involved in direct patient care. 
Out-of-home caregivers and household contacts of chil- 
dren aged <6 months. 
Residents of nursing homes and long-term—care facilities. 
Children aged 6 months—18 years on chronic aspirin 
therapy. 

hese strategies for prebooking and distribution do not 
apply to live, attenuated influenza vaccine (LAIV), manufac- 
tured by MedImmune, which can be ordered in the usual 
manner for those persons for whom LAIV is indicated. LAIV 
can be administered to healthy persons aged 5—49 years who 
are not pregnant, including health-care workers who are not 
caring for severely immunocompromised patients in special 
care units. Further details regarding CDC influenza vaccina- 
tion recommendations will be published in April 2005 in the 
annual Prevention and Control of Influenza MMWR Recom- 
mendations and Reports. \n addition, updated information on 
inactivated influenza vaccine supply for the 2005-06 influ- 
enza season will be provided as it becomes available. 
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Brief Report 


Outbreak of Marburg Virus 
Hemorrhagic Fever — Angola, 
October 1, 2004—March 29, 2005 


On March 30, this report was posted as an MMWR Dispatch 
on the MMWR website (http://www.cdc.gov/mmwr). 

On March 23, 2005, the World Health Organization 
(WHO) confirmed Marburg virus (family Filoviridae, which 
includes Ebola virus) as the causative agent of an outbreak of 
viral hemorrhagic fever (VHF) in Uige Province in northern 
Angola. Testing conducted by CDC's Special Pathogens Branch 
detected the presence of virus in nine of 12 clinical specimens 
from patients who died during the outbreak. 

During October 1, 2004—March 29, 2005, a total of 124 
cases were identified; of these, 117 were fatal (/). Approxi- 
mately 75% of the reported cases occurred in children aged 
<5 years; cases also have occurred in adults, including health- 
care workers. Predominant symptoms have included fever, 
hemorrhage, vomiting, cough, diarrhea, and jaundice. 

WHO and international partners in the Global Outbreak 
Alert and Response Network (GOARN) are working with the 
Ministry of Health in Angola in conducting an investigation 
and public health response to the outbreak. Outbreak- 
control efforts are directed at providing technical support for 
case management, strengthening infection control in hospi- 
tals, improving surveillance and contact tracing, and educat- 
ing local residents about the disease and its modes of 
transmission. 

As part of the public health response, CDC will be sending 
personnel to join the WHO-coordinated GOARN response 
team to assist with epidemiologic investigation, infection con- 
trol, and laboratory diagnosis. In addition, CDC will con- 
tinue to provide laboratory and other scientific and logistical 
support. On March 25, CDC posted a notice on its website 
to inform travelers about the outbreak (available at http:// 
www.cdc.gov/travel/other/marburg_vhf_angola_2005.htm). 
his website will be updated as new information becomes 
available. No U.S. travel restrictions to the affected area are 
recommended at this time. 

Marburg virus disease presents as an acute febrile illness and 
can progress within 6-8 days to severe hemorrhagic manifes- 
tations. After an incubation period of 5—10 days, onset of the 
disease is sudden and is marked by fever, chills, headache, and 
myalgia. Approximately the fifth day after onset of symptoms, 
a maculopapular rash might occur, after which nausea, vom- 
iting, chest pain, sore throat, abdominal pain, and diarrhea 
might appear. Signs and symptoms become increasingly 


severe and can include jaundice, inflammation of the pancreas, 
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severe weight loss, delirium, shock, liver failure, massive 
hemorrhaging, and multi-organ dysfunction. 
Fatality rates for outbreaks of Marburg VHF have ranged 


from approximately 25% to 80%; mortality has been higher 


in outbreaks in which effective case management was lacking. 
No vaccine or curative treatment is available, and supportive 
treatment should be used. The virus can be spread to humans 
through direct contact with body fluids (e.g., blood, saliva, 
and urine) of an infected person or animal. Thus, the best 
protection for persons in or traveling to the outbreak area is 
to avoid direct contact with body fluids from potentially 
infected persons. Virus transmission also might be possible 
through contact with objects (e.g., medical equipment) that 
have been contaminated with infectious material. The virus 
has been reported to survive for as long as several days on 
contaminated surfaces (2). Hospital infection-control prac- 
tices for infected patients should include contact and droplet 
precautions, in addition to wearing eye protection or a face 
shield. U.S. clinicians caring for patients with suspected 
Marburg virus infection should contact CDC or local public 
health officials for additional information about VHF infec- 
tion control. 


Clinicians should consider the diagnosis of Marburg VHI 


among febrile patients who, within 10 days before onset of 


fever, have either 1) traveled in northern Angola; 2) had 
direct contact with blood, other body fluids, secretions, or 
excretions of a person or animal suspected of having VHF; or 
3) worked in a laboratory or animal facility that handles hem- 


orrhagic fever viruses (3). The likelihood of acquiring VHF is 


considered extremely low in persons who do not meet any of 


these criteria. The cause of fever in persons who have traveled 
to areas where VHF is endemic is more likely to be a different 
infectious disease. 

Reports of Marburg virus disease are rare, and its occur- 
rence has been limited to countries in sub-Saharan Africa. The 
environmental reservoir of the virus is unknown. The current 
outbreak in Angola is the first report of Marburg virus disease 
since 1998-2000, when the largest known outbreak occurred 
in the Democratic Republic of Congo, resulting in 149 cases 
and 123 deaths (4). 

Additional information is available at the following websites: 

¢ WHO information about the outbreak in Angola: 

hetp://w ww.who. int; 

¢ CDC information about Marburg virus and VHFs: 

http://www.cdc.gov/ncidod/dvrd/spb/mnpages/dispages/ 
marburg.htm; 

¢ CDC information on infection control for VHFs in the 

African health-care setting: http://www.cdc.gov/ncidod/ 


dvrd/spb/mnpages/vhfmanual.htm; and 


* CDC information about travelers’ health: http://www.cde. 
gov/travel/index.htm. 
Reported by: Div of Viral and Rickettsial Diseases, Div of Healthcare 
Quality Promotion, Div of Global Migration and Quarantine, National 
Center for Infectious Diseases, CDC. 
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Notice to Readers 


World Health Day — April 7, 2005 
The World Health Organization (WHO) has designated 
April 7, 2005, as World Health Day. The theme for this year’s 
World Health Day is, “Make Every Mother and Child Count,” 


with a focus on efforts to decrease mortality from pregnancy- 





related causes and in early childhood. Maternal and early child- 
hood mortality persists as a major problem around the world, 
especially in developing regions. Approximately half a million 
women die each year from pregnancy-related causes (/). 
Approximately one in every 12 children throughout the world 
will not survive to age 5 years; in the least developed countries 
of the world, this figure is approximately one in six (2). Imple- 
mentation of existing low cost, effective interventions could 
substantially close the gap and provide opportunity to reduce 
excessive maternal, perinatal, infant, and child mortality. 

“Make Every Mother and Child Count” aims to account 
for every mother and child through the collection, analysis, 
and use of public health data. These data are often critical in 
helping organizations and governments to 1) design, support, 
and evaluate interventions; 2) identify emerging threats to 
maternal and child health needs; and 3) monitor the quality 
of services delivered to women and children. Toward this end, 
CDC continues to be a partner in domestic and global activi- 
ties, providing the infrastructure needed to conduct surveil- 
lance and special studies to count every woman and child 
affected by a disease, disorder, or event. 

Additional information on World Health Day and associ- 
ated activities is available from WHO at http://www.who.int/ 
world-health-day/2005/en and from the Pan American Health 
Organization at http://www.paho.org/english/dd/pin/ 
whd05.htm. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Use of Stents* Among Hospitalized Patients Undergoing Coronary 
Angioplasty, by Race — United States, 2003 


@ Drug-eluting stent 0 Non-drug-eluting stent © No stent 


an 








White patients Black patients 


oronary angioplasty was identified by /nternational Classification of Diseases, Ninth Revision, clinical modification codes 
36.01-36.03 and 36.05-36.09. Discharges with drug-eluting stents had code 36.07.Those with non—drug-eluting stents had 
de 36.06 but not 36.07. Those with no stents had neither code 36.06 nor 36.07. Data are for patients whose race was 
reported as either white or black (including persons with and without Hispanic ethnicity). Four percent of patients with 
angioplasty had other races reported, and 23% had no race reported 
In 2003, approximately 84% of the 660,000 hospitalized patients who underwent a coronary 
angioplasty received a stent, a wire mesh tube inserted during angioplasty to reduce future narrowing 
of arteries. Drug-eluting stents have been determined to reduce the probability of future narrowing 
of arteries. Black and white angioplasty patients were equally likely to receive a stent. However, 
white patients were more likely than black patients to receive a drug-eluting stent. 


SOURCE: CDC. National Hospital Discharge Survey (NHDS), 2003 data file. Available at http://www.cdc.gov 
nchs/about/major/hdasd/nhds.htm 
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Notice to Readers 





Sexual Assault Awareness Month — 
April 2005 


April is Sexual Assault Awareness Month (SAAM). During 
this month, activities will focus on sexual violence and 
increasing awareness regarding its devastating effects. One in 
six women and one in 33 men in the United States have been 
victims of rape or attempted rape during their lifetimes (/); 
eight out of 10 victims knew their perpetrators (/). 

Rape is one of the most underreported crimes, making it 
difficult to accurately count the number of cases. The 
National Women’s Study documented that 84% of women in 
their sample did not report their rapes to the police (2). A 
primary reason for the underreporting was cultural norms that 
stigmatize and blame women for their assaults. 

Several myths about rape persist (3). Some of the most preva- 
lent rape myths are that women lead men on and therefore 
deserve to be raped, women often make false accusations of 
rape, no woman can be raped against her will, and most 
rapists are strangers (4—6). For these and other reasons, rape 
survivors often do not disclose experiences of rape and othet 
sexual violence. 

Additional information about sexual violence is available at 
http://www.cde.gov/injury. Materials are available from the 
National Sexual Violence Resource Center, 123 North Enola 
Drive, Enola, PA 17025; telephone, 877-739-3895; or at 


http: WWW.NSVIC.Ore, 
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Errata: Vol. 53, Supplement, 
September 24, 2004 


In the MMWR Supplement, “Syndromic Surveillance: 


Reports from a National Conference, 2003,” errors occurred 


in the report, “Should We Be Worried? Investigation of 
Signals Generated by an Electronic Syndromic Surveillance 
System — Westchester County, New York.” 

On page 191, in the second paragraph under the section 
“Westchester County's Syndromic Surveillance System,” the 
first sentence should read, “For each syndrome category, the 
daily rate, defined as the number of visits grouped in a par- 
ticular syndrome divided by the number of total visits in all 
hospital EDs for that day, was analyzed to identify any statis- 
tically significant increases.” Thereafter in this paragraph, the 
phrase, “number of visits,” should read, “rate.” 

On page 191, in the second paragraph, the definition of a 
C3 signal should read, “A C3 signal is generated when the 
sum of all syndrome rates minus the baseline mean plus one 
standard deviation is greater than two standard deviations of 
the baseline for the previous 3 days. The C3 signal is illus- 


trated as follows: “) [syndrome rate — (baseline mean + | 


standard deviation) > 2 standard deviations of the baseline}, 
when >1 day exists when the syndrome rate is greater than the 
baseline mean + 1 standard deviation.” 

On page 192, in the second paragraph under the section 
“Terms Used To Identify and Classify Complaints into 
Syndrome Categories,” information on monitoring for false- 
negative signals should include, “In addition, all chief com 
plaints that are excluded from classification into a syndrome 
category should be reviewed periodically to ensure that key 
regional or facility-specific terminology is not being 


underrepresented in the search filter.” 


Erratum: Vol. 53, No. RR-15 


In the MMWR Recommendations and Reports, “Treating 
Opportunistic Infections Among HIV-Infected Adults and 
Adolescents,” an error occurred on page 97 in Table 6. In the 
second column “Preferred therapy and duration” for Crypto- 
coccus neoformans meningitis, the first bulleted recommenda- 
tion should read “Amphotericin B deoxycholate 0.7 mg/kg 
body weight IV QD with or without flucytosine 25 mg/kg 
PO QID for 2 weeks (Al).” 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals March 26, 2005, 


with historical data 


DISEASE 


Hepatitis 


Hepatitis 


Hepatitis C 


A, acute 


B, acute 


acute 


Legionellosis 


Meningococca 


F 


‘ 


* Ratio of ¢ 


eQin 
begir 


urrent 4-week tota 


is based on the mean and twe 


Measles 


ywsease 


Mumps 


ertussis 


Rubell 


mean of 15 4-week totals 


standard dev 


ations ¢ 


(from previous, Cc 


DECREASE 


CASES CURRENT 


INCREASE 4 WEEKS 


Ratio (Log scale)* 


Beyond historical limits 


ymparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
f these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending March 26, 2005 (12th Week)* 





Disease 


Cum. 
2005 


Cum. 
2004 


Disease 


Cum. 


2005 


Cum. 
2004 





Anthrax 
Botulism 
foodborne 
infant 
other (wound & unspecified) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases 
(neuroinvasive & non-neuroinvasive 
California serogroup" 
eastern equine 
Powassan' 
St. Louis 
western equine 
Ehrlichiosis 
human granulocytic (HGE)' 
human monocytic (HME)' 
human, other and unspecified ' 
Hansen disease’ 
Hantavirus pulmonary syndrome’ 











Hemolytic uremic syndrome, postdiarrheal' 


HIV infection, pediatric" 


Influenza-associated pediatric mortality'** 


Measles 

Mumps 

Plague 

Poliomyelitis, paralytic 

Psittacosis' 

Q fever’ 

Rabies, human 

Rubella 

Rubella, congenital syndrome 

SARS" ** 

Smalipox' 

Staphylococcus aureus 
Vancomycin-intermediate (VISA) 
Vancomycin-resistant (VRSA) 

Streptococcal toxic-shock syndrome’ 

Tetanus 

Toxic-shock syndrome 

Trichinellosis™ 

Tularemia' 

Yellow fever 





16 
74 
24 


gt 


13 
58 
11 
46 








No reported cases 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 


. Not notifiable in all states 


~ Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance) 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update February 27, 2005 

pe Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases 

eq Of Six cases reported, four were indigenous and two were imported from another country 

on Of 11 Cases reported, five were indigenous and six were imported from another country 


Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 
(12th Week)* 





AIDS Chlamydia‘ Coccidioidomycosis Cryptosporidiosis 
Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2004 
UNITED STATES 5,67 179,783 207,563 947 1,172 350 620 
NEW ENGLAND 5 6,893 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 
(12th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 


Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped Giardiasis Gonorrhea 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 199 195 26 35 34 28 3,063 3,596 59,629 73,857 
NEW ENGLAND 15 5 9 5 2 235 298 1,605 
Maine 1 - 32 27 3 69 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 
(12th Week)* 





Haemophilus influenzae, invasive 





All ages Age <5 years 


All serotypes Serotype b Non-serotype b 
Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2005 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 
(12th Week)* 





Hepatitis (viral, acute), by type 
B 

Cum. Cum 
Reporting area 2005 2004 
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Maine 

H 




















MID. ATLANTIC 
Jpstate N.Y 
N.Y. City 


4 


Pa 


E.N. CENTRAL 


W.N. CENTRAL 
Minn 
Wa 
M 
N. Dak 
Dak 
Nebr 


Kar 


| 


o 


S. ATLANTIC 
De 
Md 


D« 


2.2 


> 


Va 
W. Va 


7 
NO 


Ny > 
re <) 


nN © 
oC 
OW 


5. CENTRAL 
Ky 
Tenn 
Ala 
Miss 


—~Mn od 
oom 


on 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

pay 

VI 

Amer. Samoa U U U 
C.N.M.1 U _ U 

N: Not notifiable U: Unavailable No reported cases C.N.M.1.: Commonwealth of Northern Mariana Isiands 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 











Vol. 54 / No. 12 


MMWR 





TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks en 


(12th Week)* 


ding March 26, 2005, and March 27, 2004 





Reporting area 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 
(12th Week)* 





Meningococcal disease 





Serogroup 

All serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 2004 
UNITED STATES 316 427 23 28 20 1 276 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 


(12th Week)* 





Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 


Salmonellosis 


Shigeliosis 





Cum Cum. 
Reporting area 2005 2004 








Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





UNITED STATES 3,445 1,992 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, Uni 


(12th Week)" 


ited States, weeks ending March 26, 2005, and March 27. 2004 





Streptococcal disease, 
invasive, group A 


Streptococcus pneumoniae, invasive disease 





Drug resistant, 
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Reporting area 2005 2004 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 26, 2005, and March 27, 2004 
(12th Week)* 





Varicella West Nile virus disease’ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive’ 

Cum. Cum. Cum. Cum. ; Cum. Cum. Cum. Cum. 

Reporting area 2005 2004 2005 2004 2004 2005 2004 2005 

UNITED STATES 1,404 2,401 38 56 5 3 4.910 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending March26, 2005 (12th Week) 
All causes, by age (years) 





All causes, by age (years) 
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Yonkers, N.Y 
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Atlanta, Ga 87 14 16 
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Jacksonville, Fia 5 113 39 
Miami, Fla 13 
Norfolk, Va 49 8 
Richmond, Va 44 20 
Savannah, Ga 54 8 
St. Petersburg, Fla 7 52 10 
Tampa, Fla 37 
Washington, D.C 34 
Wilmington, Del 1 7 3 
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Houston, Tex 
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Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
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Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 


@ 
o-Wwu 


Chicago, Ill 
Cincinnati, Ohio 
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Columbus, Ohi 
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Detroit, Mich 
Evansville, Ind 
Fort Wayne, Ind 
Gary, Ind 
Grand Rapids, Mich Berkeley, Calif 
Indianapolis, ind r ) ) Fresno, Calif 
Lansing, Mich of 36 12 3 ] Glendale, Calif 
Milwaukee, Wis / : Honolulu, Hawaii 
Peoria, Ill 57 0 2 : 7 Long Beach, Calif 
Rockford, til 3 Los Angeles, Calif 
South Bend, Ind 37 d Pasadena. Calif 
Toledo, Ohio 4 ‘ 2 ! e Portland, Oreg 
Youngstown, Ohic : 2 Sacramento, Calif 
; Calif 
WN. CENTRAL San Diego Valli 
San Francisco, Calif 
Des Moines, lowa ; 
2 ) P San Jose, Calif 
Duluth, Minn q { ; 
: . . Santa Cruz, Calif 
Kansas City, Kans ? : 
. ‘ . Seattle, Wash 
Kansas City, Mo 8 7 5 
* Spokane, Wash 
aaaee, Se - Tacoma, Wash 
Minneapolis, Minn 54 13 , d a oo 
Omaha, Nebr 106 75 23 > TOTAL 13.691" 9 
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St. Paul, Minn 41 : 10 
Wichita, Kans 89 20 
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U: Unavailable No reported cases 

* Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of >100,000. A death is reported by the place of its 
occurrence and by the week that the death certificate was filed. Fetal deaths are not included 

' Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
* Total includes unknown ages 
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